which participants individualized their CRF strategies consisted of identifying, confirming, testing, and evaluating different CRF strategies and resulted in refined, specific, and individualized strategies intended to eventually ensure participants achieve their goal. Implications for Practice: Clinicians can assist patients in individualizing their CRF goals and strategies. Individualization of CRF goals and strategies assists patients in visualizing how improving CRF will impact their life. G oal-setting is a key means by which patients participate and engage in health behavior change. 1Y4 Frequently cited outcomes of goal-setting include improved symptom management, weight reduction, and diabetes management. 5, 6 Despite acknowledging the importance of setting individualized goals, inadequate attention has been given to the critical process of identifying and enacting individualized patient goals. 7 Symptom management is an area of clinical care and oncology nursing typically driven by patient goals for improvement. Symptoms frequently cause distress and interference in patients' daily lives, motivating patients to seek relief through consultation with their healthcare team and implementation of selfmanagement strategies. Gaining an understanding of patients' processes of individualizing their symptom management efforts to meet their unique needs can benefit clinicians and researchers aiming to help patients improve symptom management.
Cancer-related fatigue (CRF) is not only one of the most severe and distressing symptoms among cancer survivors but also one of the most difficult to manage. 8, 9 Cancer-related fatigue is defined as tiredness or exhaustion not resulting from activity (or out of proportion to the level of activity) and not relieved by rest. 10 It can be caused by the cancer itself, as well as by comorbid conditions, treatment adverse effects, sleep disturbances, and/or psychological distress. Because of its universal prevalence and need for treatment, CRF was accepted into the International Classification of Diseases in 1999. 11 Women with ovarian cancer are known to experience high levels of fatigue both during and after treatment. 12 Ovarian cancer is the fifth deadliest cancer for women in the United States. 12 Most women receive a diagnosis of ovarian cancer at stage III when treatment is less effective and the 5-year survival rate is only 39%. 13 Overall, 70% to 90% of all patients with ovarian cancer will experience a recurrence, 14 and the median survival time after a recurrence is only 12 to 24 months. 15 For these reasons, effectively learning how to manage CRF is particularly needed within the recurrent ovarian cancer patient population to improve women's quality of life.
With an overall prevalence of 48% among all cancer survivors, 8 CRF is high during treatment and often persists afterward. 16 While nonpharmacological interventions such as exercise, restorative activities, and establishing a balance between sleep and activity have been shown to reduce CRF, these all require significant time and effort on the part of the patient. Cancerrelated fatigue management therefore requires ongoing individualization to minimize burden while increasing the likelihood of achieving the patient's desired goals particularly in light of the limitations imposed by the underlying disease and symptom burden.
Purpose
The purpose of this study is to describe how women with recurrent ovarian cancer participating in a nurse-delivered symptom management intervention individualize standard CRF symptom management strategies to meet their personal goals. The aims of this study are to (1) describe participants' CRF goals, (2) categorize participants' chosen strategies for achieving their goals, and (3) describe the process of individualizing goals and strategies in accordance with participants' unique motivations and priorities.
n Methods
Design and Sample
The current study is a qualitative analysis with support from quantitative data of the Written Representational Intervention to Ease (WRITE) Symptom study (Gynecological Oncology Group -259), a national randomized clinical trial to improve symptom distress among women with recurrent ovarian cancer. This 3-arm study tests the efficacy of a Web-based, asynchronous nurse-delivered versus patient self-directed psychoeducational intervention compared with usual care to improve symptom distress and symptom communication. The intervention is based on the representational approach to patient education in which patients' representations of their illness, symptoms, and symptom management were assessed in order to identify concerns and barriers to symptom management and to explore ways in which participants could gain better control over their symptoms. 17 The WRITE Symptoms intervention includes the development, subsequent refinement, and ultimate implementation of goals and strategies for addressing the top 3 symptoms over which participants wanted to gain better control. Detailed information regarding the parent study is reported elsewhere. 18 The Institutional Review Board at the University of Pittsburgh approved the study.
Once the clinical research coordinators at Gynecological Oncology Group conducted the informed consent process with the patient, the patient was entered into the WRITE Symptoms internet baseline assessment system and was assisted by the coordinators in creating a username and password. The patient was then able to log in and complete baseline questionnaires. Only after submitting completed questionnaires were patients officially registered to the study, enrolled in the full WRITE Symptoms system, and randomized to treatment condition. Inclusion criteria for the parent study included having received a diagnosis of recurrent or persistent ovarian, fallopian, or primary peritoneal cancer and experiencing three or more cancer-or treatment-related symptoms. For the current analysis, inclusion criteria included (a) randomized to the nurse-delivered intervention arm, (b) selected fatigue as one of their three target symptoms, and (c) completed a symptom care plan for fatigue. Symptom care plans of eligible participants were extracted for qualitative analysis to address the study aims.
Intervention
Women randomized to the nurse-delivered WRITE Symptoms study arm were paired with a nurse interventionist who was not a member of participants' healthcare team. The participant and nurse interventionist asynchronously communicated via message boards to develop, individualize, and implement a symptom care plan to address their CRF. Each participant was assigned to one of four nurse interventionists for the entirety of the 8-week intervention. Participants were provided an evidence-based, nurse interventionistYdeveloped symptom care guide that included causes, prevention methods, management strategies, and outside resources specific to CRF.
Two key features of participants' symptom care plans were the selection of a patient-centered goal and the corresponding strategies designed to achieve that goal. These were developed through an iterative process in which the nurse and participant worked together to choose and refine strategies the participant deemed both feasible and relevant to helping them attain their goal. The SMART (specific, measurable, achievable, relevant, timely) acronym was used to assist participants in developing their overarching goals regarding managing their CRF. The strategies were intended to be short-term, explicit, attainable tasks that, when achieved, would support attainment of the goal. Participants' strategies might contain elements of the strategies listed in the provided care guide, but the nurse interventionist encouraged participants to refine these standard strategies to create highly individualized strategies. Once developed and refined, participants' goals and strategies were documented in their individual symptom care plan. The Figure illustrates the process of goal and strategy development as it relates to CRF.
Measures
Baseline measures from the WRITE Symptoms study are included in this analysis. Sociodemographic variables were assessed using the Center for Research in Chronic Disorders Survey. 19 Cancer-related fatigue and additional symptoms were measured using the Symptom Representation Questionnaire. This questionnaire includes 28 commonly reported cancer-and treatmentrelated symptoms specific to ovarian cancer. Participants ranked each symptom's severity when it was at its worst in the past week on an 11-point ranking scale ranging from 0 (''did not have the symptom'') to 10 (''as bad as I can imagine''). This scale has demonstrated strong reliability and validity within the ovarian cancer population including high subscale internal consistency (! =.63 to .88). 20 
Data Analysis
Goals and Strategies. Two nurse researchers including a nurse interventionist (S.H.H.) and a graduate student researcher (T.L.H.) conducted a descriptive content analysis of participants' symptom care plans.
21(pp26Y53), 22 Our goal was to describe the content of participants' explanations of their goals and strategies included in their plans and not to derive overarching themes. We purposefully did not enter the analysis with a preconceived structure so that common descriptions could organically emerge. We analyzed participants' goals and strategies using the same analytic process. First, we independently read and described participants' plans and then met in person to compare findings. If we disagreed on how to describe goals or strategies, then we discussed our respective rationales and came to consensus. This process resulted in categories of participants' self-selected goals and strategies to manage their CRF. Individualization Process. We then reviewed symptom care plans to uncover the processes of individualization. We independently read a subset of symptom care plans, coded the text for identifications of processes used by participants, and summarized the codes with initial overarching descriptions and possible themes of these processes. We then met together to share our independent codes and themes, discuss any disagreements, and consider alternate conclusions to our analyses. We wrote memos at each stage to provide an audit trail for how decisions about themes and groupings were made. After multiple rounds of analysis for additional subsets of participants' symptom care plans, we achieved consensus on the themes of the individualization process. An additional graduate student researcher (J.A.A.) audited the analysis to ensure the findings were supported by the data, and the principal investigator of the study (H.S.D.) confirmed findings at the end of the analysis. This analysis resulted in themes of the process participants underwent to individualize CRF management strategies.
Participants' strategies frequently included several distinct aspects that clearly overlapped between more than one strategy category. If this occurred, then we counted a participant's strategy under both strategy categories in order to account for the breadth of her response. For example, one participant listed the strategy of ''use my deep breathing exercises as needed for getting back to sleep and reducing anxiety,'' in the analysis, and we counted this as a strategy addressing both rest/sleep and emotional distress.
Exemplars of participant goals and strategies were selected to represent the tone and themes reported by all participants. Given the lack of further observations or text on which to base a thick description of the goals and strategies, exemplars also were chosen based on their richness of content and completeness of thought. Because of their richness, exemplars often connected many ideas, actions, and wishes the participant had to manage her CRF. These exemplars may have been counted within different categories but are presented to provide context and to relay the depth and intensity by which participants developed their individualized strategies.
We quantitatively analyzed CRF strategies by counting the number of unique strategies per participant, per category of strategy, and how many times participant strategies within a category overlapped with a separate category (eg, if that strategy was counted twice). We also calculated means and SDs of participants' CRF and total symptom severity for descriptive purposes. Finally, we reviewed participants' sociodemographic characteristics using descriptive statistics. We used SPSS version 23 (IBM Corp, Armonk, NY) for all descriptive statistics.
n Results
Forty-seven participants met eligibility criteria for this analysis. Table 1 reports sample demographic and health characteristics. The average age of the sample was 57. 35 (SD, 8.22) years (observed range, 34Y73 years), and participants had an average of 15.74 (SD, 2.81) years of formal education. Forty-six percent of women were married or living with a partner, 93.6% self-identified as white, 31.1% had an annual household income less than $30000, and only 31.9% were employed full time. Women were an average of 45.10 (SD, 37.79) months since their cancer diagnosis, and 79.1% of women were receiving treatment at the time of the intervention. This subgroup of women completing care plans for CRF reflected the demographics of the full parent study sample, except that they had a significantly higher number of years of formal education (t 478 = 2.70, P = .007).
At baseline, women in this sample had a mean fatigue severity score of 6.34 (SD, 2.40) out of 10 (observed range, 1Y10), indicating moderate fatigue levels. Participants reported a mean Symptom Representation Questionnaire sum symptom severity score of 60.85 (SD, 29.27) out of 280 across the 28 symptoms and a mean symptom severity score of 2.17 (SD, 1.05) out of 10. By comparison, the rest of the parent study sample (N=452) had similar symptom severity scores with sum symptom severity scores of 57.95 (SD, 32.57) and a mean symptom severity score of 2.07 (SD, 1.16). Mean fatigue scores were lower in the parent study sample compared with this subsample (mean, 5.09 [SD, 2.78]; t 498 =2.81; P=.003), a finding consistent with these women having chosen CRF as a target symptom.
Individualized Goals
Fatigue goals are listed and described in Table 2 and reflected 4 major themes: (1) enjoying time with friends and family, (2) doing the things I enjoy, (3) having energy to be physically active, and (4) keeping up with what I need to do. Women focused their symptom management goals on increasing their level of activity and productivity so that they could enjoy friends and family, accomplish valued tasks, and avoid the inactivity associated with CRF. Table 3 lists the strategies along with the number of times each strategy was selected, whether the strategy overlapped with other strategies, and exemplar quotations for each strategy. Participants selected 358 unique strategies to manage CRF with a mean of 7.6 unique strategies (observed range, 2Y44 unique strategies) per participant. Strategies were considerably more varied than participant goals and could be grouped into 13 general categories. Participants had a mean of 1.2 strategies (observed range, 0Y5 strategies) that overlapped between categories, indicating that most strategies fit into a single category.
Individualized Strategies
Of the 358 unique strategies to improve CRF, the most frequently selected strategies reflected the participants' desires to conserve energy (n=98, 27.3%), increase levels of activity (n=53, 14.8%), and talk with their healthcare team (n=47, 13.1%). Conserving energy by prioritizing, planning, and pacing their day in order to accomplish tasks of daily living was listed in the written symptom care guide provided to all patients, and women frequently discussed altering their daily cooking, cleaning, and other household activities to accomplish specific, manageable pieces without exhausting themselves.
The second most common strategy was increasing activity levels, mostly through walking and exercising at moderate levels. The strategy of talking with the healthcare team was also chosen frequently; this strategy was viewed both as a means of informing the team of the severity of the CRF and as a means of asking for symptom management recommendations or seeking referral for to a healthcare specialist (eg, physical therapy, health psychology, etc) to obtain additional support or intervention.
With the help of their nurse interventionist, women frequently individualized strategies by selecting multiple prewritten strategies from the symptom care guides provided by the study and combining them into a single strategy. Some women created unique strategies not listed in symptom care guide, which we listed as ''other'' because they were infrequently selected. Spiritual coping including praying and/or attending religious services was one of the most common unique strategies reported by women.
Process of Individualizing Goals and Strategies
Participants' process of individualizing standard CRF recommendations alongside their nurse interventionist followed the path illustrated in the Figure. Beyond simply experiencing CRF, women needed the desire and ability to improve that symptom. a The symptom care guide for CRF described several strategies for managing fatigue including physical activity, energy conservation (planning, prioritizing, pacing, and positioning), energy restoration, rest, pain control, emotional distress management, nutrition, talking with friends and family, talking with the healthcare team, and pharmacologic approaches.
Generally, individualization began with a participant engaging in an exploration of the cognitive and emotional factors that influence symptom management, as is prescribed in the representational approach that guided the intervention. 22 The nurse's steps in this exploration included asking a participant to (1) imagine how the strategy fits into her life, (2) recall what strategies or activities may have worked for her previously and specify how, (3) find a balance between doing too much and doing too little, and (4) identify family members, friends, and healthcare team members to support her plan. For example, 1 woman rediscovered strategies of restoring her energy that had previously been helpful and applied them to address her CRF: ''Spend time reading, listening to music, sitting, and contemplatingVall of those activities have been energizing in the past, and I will endeavor to incorporate them back into my life.'' Another woman listed specific friends and family members whom she planned to ask for help cooking meals, accompanying her to medical appointments, and being an exercise partner. After thinking through each of these considerations, the participant and her nurse interventionist engaged in an intense individualization process that usually occurred over several weeks.
Message board posts over time demonstrated that participants' original overarching goals remained the same, but the strategies were adjusted frequently based on participant feedback from ongoing implementation and assessment. This back-and-forth progression allowed participants to enact their symptom management plan, assess its effectiveness, and make necessary modifications. The process of identifying, confirming, testing, and evaluating different CRF strategies resulted in refined, specific, and individualized strategies intended to eventually ensure participants achieve their goal.
Participants' message boards reflected a high level of personal investment in their individualization process, evidenced by the level of specificity with which the strategies were described. Some women wrote using a high level of personal detail, clearly visualizing how they would enact each strategy (eg, ''I'm going to try to carry something in my purse to keep a symptom journal and take it out when I am in the doctor's office''). While some participants' strategies remained very general, this may reflect difficulty or reluctance on the part of some participants to take general strategies and individualize them to their own lives.
n Discussion This study reveals the process by which women with recurrent ovarian cancer, assisted by a nurse, create individualized, patientcentered goals and strategies to improve CRF and explores the content of those goals and strategies. By understanding this process of individualization, the benefits of goal-setting for improved symptom management can be realized. 24, 25 Given patients' hesitancy to report CRF because of misperceptions that it is either unavoidable or will result in changes to their primary cancer treatment, 26 individualization of goals and strategies such as those described here for CRF among women with recurrent ovarian cancer may address patient barriers to symptom management.
Cancer-related fatigue is notoriously one of the hardest symptoms to manage. Even with evidence-based recommendations to understand and treat CRF from the National Comprehensive Cancer Network 27 and the Oncology Nursing Society, 28 it is up to the patient and her healthcare team to develop specific behavior changes that can improve energy for that individual patient. For example, moderate-intensity, multimodal exercise is an evidence-based way to improve fatigue 29, 30 but still must be adapted to fit the individual patient's physical abilities, preferences, and barriers to engaging in regular exercise.
The current study demonstrates that individualization of CRF goals and strategies provides patients with an opportunity to select general strategies and subsequently refine them to fit their own lifestyle and priorities. Satisfactorily individualizing strategies requires a woman to imagine how she can take a given strategy and make it fit into her life, often by rediscovering previous approaches that worked and by identifying people who could assist her. This process can be especially empowering for women with recurrent ovarian cancer who are likely to receive several lines of multimodal chemotherapy and so experience CRF over longer periods and at a higher level of severity. If individualization of symptom management goals and strategies allows these patients to gain better control over their CRF, then it may also improve their quality of life and sense of control over the impact of their cancer on their daily lives.
The SMART acronym has been discussed in a number of professional literatures including rehabilitation, occupational therapy, and psychology and has been found to be associated with better goal attainment. 31, 32 In short, patients are more likely to achieve their health-related goals if they know (S) specifically what they want to accomplish, (M) how they will measure and know that they have reached this goal, that it is (A) achievable and realistic given available resources and motivation, that it is (R) relevant to their life, and that (T) there is a timely deadline associated with the outcome. Training healthcare providers to write SMART goals can help them in turn to elicit patient needs and translate them into SMART goals and strategies. 33 In the current analysis, nurse interventionists encouraged use of SMART goals, yet women primarily focused on how symptom management goals and strategies could help them achieve personally meaningful activities and priorities, suggesting that specificity and measurability were not as important to them as were practicality and coherence with personal priorities. For example, even though some goals (eg, ''I can feel like I have my life back, even though I am taking chemo'') are not specific or measurable, they speak to the values and motivations participants had for addressing their CRF. Rather than, or in addition to, increasing the level of difficulty of symptom management goals as has been suggested by some investigators, 34, 35 using the individualization process to create evidence-based strategies that match the woman's unique situation, motivations, and goals may increase her investment, enhance her adherence to the chosen strategy, and ultimately lead to goal achievement. Indeed, such individualization is consistent with Sackett and colleagues' 36 definition of evidence-based medicine as ''the integration of best research evidence with clinical expertise and patient values.'' This study has several limitations. Participants' goals, strategies, and processes of individualization represent the experiences of recurrent ovarian cancer survivors with CRF and may not directly parallel symptom management processes of other patient populations. In addition, these data are unable to separate the unique contributions of the nurse and participant in individualizing the goals and strategies. Finally, our analyses did not evaluate the effectiveness of different types of strategies or level of individualization in achieving better symptom management for CRF or for other symptoms.
n Conclusion
These findings reinforce for oncology nurses that patients are eager to participate in developing goals and strategies when they have a high level of investment in the outcome. Goals that reflect patients' individual priorities and strategies designed to target patient-selected symptoms represent individualized, personally meaningful means by which patients can achieve their goals of improving their symptom distress. The themes of participants' goals and types of strategies reported in this study can inform the content and design of symptom management tools and can be used as a templates from which patients can begin the process of developing their own personally meaningful goals and related strategies.
Future research should address the need for individualizing broad symptom management strategies to fit patient's needs and priorities. Although CRF has served as an exemplar in this secondary analysis, the effectiveness of such a process can be tested to determine if the process of individualizing goals and strategies leads to improved symptom management for severe, distressing, and poorly managed symptoms in any serious or chronic illness. Moreover, research should prospectively examine how goal and strategy selection may impact participant enactment and lead to improved symptom management.
Oncology nurses and health professionals can apply these findings as they assist patients in creating individualized goals and strategies for any symptom or health-related problem. Individualization occurs by helping patients select a personally relevant goal, visualizing specific strategies that help the patient achieve the overall goal, and continually revisiting and revising the strategies to find those that are most feasible and effective in helping the patient achieve his/her goal. Nurses can ask patients to imagine what each strategy would ''look like'' on a daily basis, recall previously successful strategies, identify specific people to support their plan, and find a balance between aggressively working to improve the problem and overextending themselves.
Providers might consider such an intense intervention to be overly time consuming. However, if individualized goals and strategies prove to yield positive symptom management outcomes, the initial time investment on the part of both patient and provider is likely to be offset by gains to the patient and by avoidance of greater investment of professional effort over a longer time for less fruitful outcomes.
